MATERIALS AND METHODS:
We integrated a new pelvic exam simulation into an established orientation day at the beginning of the OB/ GYN clerkship rotation. This included direct education by a physician trained in pelvic examinations on two high-fidelity pelvic simulators and guided pelvic exams on standardized patients. An online survey was distributed prior to the orientation day (preclerkship) , at the end of the orientation day (post-simulation), and at the conclusion of the clinical rotation (post-clerkship). We used the "The Fear of Pelvic Examination Scale" (F-PEXS), a validated questionnaire to assess the students' confidence. This tool uses a Likert scale to assess students' fear, disturbing thoughts, and stress levels while performing a pelvic exam. RESULTS: One hundred seven students completed the pre-clerkship survey, ninety-five completed the post-simulation survey, and thirty completed the post-clerkship assessment. For 30% of the medical students who completed the post-clerkship survey, OB/GYN was their first clinical rotation. All students completed at least one pelvic exam during their rotation. At the end of the rotation 80% of the students were "not at all, or probably not" nervous about performing a pelvic exam versus 25% pre-clerkship. (Figure 1 ) Only 3% of students felt confident performing a pelvic exam before their orientation versus 56% after simulation and 62% felt confident after the entire clerkship. (Figure 2 ) When asked if the simulation experience enhanced their understanding of the female reproductive system, more than 95% of the students answered positively. Presimulation, 30% of the students felt that they had a good understanding of basic female pelvic anatomy (major internal and external viscera) versus 93% after the clerkship. CONCLUSION: We found increased medical student confidence and less anxiety about performing a pelvic exam after the integration of a simulation experience in the clerkship orientation day. The students also expressed increased satisfaction with the modification in curriculum. By removing a large barrier that often exists in the learning process of this sensitive but extremely important clinical skill, medical students may be able to more fully participate in their OB/ GYN clerkship and bring these feelings of confidence and skill into their chosen specialty. 
OBJECTIVES:
Frailty is a loss of physiologic reserve associated with adverse surgical outcomes, yet objective assessments of frailty are uncommon in Female Pelvic Medicine and Reconstructive Surgery (FPMRS) clinics. Our objective was to describe the proportion of patients whose frailty status was misclassified by providers and compare results to other specialties. MATERIALS AND METHODS: This was a cross-sectional study including FPMRS providers at a single institution. English-speaking, new patients, >65 years old presenting from March-June 2018 were eligible. At the end of the patient's visit, providers were asked to categorize the patient as frail, pre-frail, or not frail based on their clinical impression. Patients then completed the Fried Frailty Assessment (FFA), a validated, objective frailty measure that includes weight loss, exhaustion, physical activity, walk speed, and grip strength. Each measure counted as 1 frailty marker; categories defined as: 0 markers ¼ not frail, 1-2 markers ¼ pre-frail, and > 3 markers ¼ frail. Providers were masked to FFA results. Provider categorizations were compared to FFA results. Uni-and bivariate analyses were performed. Multiple logistic regression was used to estimate predictors of accurate frailty classification and perceived frailty. Assuming a misclassification rate of 45% (1,2) in other specialties, 86 patients were needed to detect a 15% difference at an alpha ¼ 0.05 and 80% power. 110 women were recruited to account for missing data.
( (2015) 15:52). RESULTS: A total of 10 FPMRS providers (8 faculty, 1 fellow, 1 nurse practitioner) participated, and 106/110 patients (96%) had complete data. Mean patient age was 73 (SD 6), 83% were white, all were insured, and 2% had no medical comorbidity. Primary diagnoses were pelvic organ prolapse (37%), incontinence (20%), overactive bladder (17%), and recurrent urinary tract infections (12%). On FFA, 16(15%) patients were frail, 50(47%) pre-frail, and 40(38%) not frail. Providers correctly categorized 50% of frail patients, 34% of pre-frail patients, and 48% of non-frail patients. The overall proportion of misclassification was 59% [95% CI 49-68%]. On multiple regression, planning a pessary for treatment was associated with accurate categorization of frailty (p¼0.02). Only slow walk time on the FFA was associated with perceived frailty regardless of frailty status (p¼0.01). CONCLUSION: Clinical impression may not adequately assess frailty. Misclassification rates by FPMRS providers are higher than those reported in other specialties. Improved recognition of frailty may assist in pre-operative optimization of surgical candidates.
